ROBERT P. BARDEN AND FREDERIC H. LEWEY blastomas of the sympathetic nervous system, and would open the possibility that a primary tumor in the adrenals, the sympathetic chain, or anywhere else in the body in a sympathetic ganglion could metastasize into the brain and the bones. On the other hand such tumors might originate in various organs independently of one another or take their origin from sympathetic or other immature nerve cells in the brain and metastasize from there, although no precedent is known for this sequence of events.
It seems, therefore, important to review the subject of disseminating cerebellar tumors, using as a basis for discussion 1 of our early cases and ~ others recently observed.
CASE REPORTS
*Case 1. A white female, aged 33, was admitted to the service of Dr. Frazier at the University Hospital on Nov. 1, 1919, her chief complaint being staggering gait. The symptoms and signs, which indicated cerebellar dysfunction and increased intracranial pressure, began about July of that year.
A 1st stage suboccipital craniectomy was performed several days after admission. Subdural tension was extreme, but on account of the poor condition of the patient, the 3nd stage was delayed for 3 weeks. At that time, the tension had subsided somewhat, and the only abnormality encountered was a somewhat enlarged right cerebellar hemisphere. Fifty mg. of radium were inserted into the cerebellar hemisphere and left there for 18 hours. Two weeks later, the patient was discharged in fair condition. Pathologic study of a small amount of tissue removed proved it to be edematous cerebcllar tissue.
In January, 1931, another operation was necessary, and this revealed a large, soft, friable, grayish-red tumor covering the left cerebellar hemisphere. As much of this as possible was removed, and 50 mg. of radium were applied for 11 hours. Subsequently, the patient received 5 radium applications. The pathologic diagnosis at that time was "glioma (medulloblastoma)." Five months after discharge, she returned for more radium applications. She did not seem so well as previous to the operation. However, she had neither headache nor pain. For approximately 89 year, the condition remained about the same, and then there developed pain over the sacrum and shooting pains in the legs.
She did not return to the hospital, however, until October 1933, at which time there was severe pain in the back and shoulders, persistent edema of both legs, and emaciation. Whereas physical examination had previously given negative results except for the neurologic observations, the patient now appeared cachectic. There was a visible and palpable mass just above the left buttock over the sacro-iliac joint, and the back of the lumbosacral region was discolored. Rectal examination revealed extreme tenderness in both sacro-iliac joints. Roentgenograms of the pelvis showed evidence of an extensive growth involving both iliac bones, the right side of the sacrum, and probably tile upper part of the right femur (Fig. 1) . Roentgenograms of the lower part of the thoracic region and chest disclosed a large shadow to the right and in front of the spine and behind the heart which might have been a tumor originating in the sympathetic chain. Evidence of spinal involvement in this region was not present.
A cordotomy was performed at the 5th thoracic level to control her pain. Upon
